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Abstract 
The HomeStart shelter for women and children is located in Chapel Hill, NC within Orange 
County. The shelter is a component of the InterFaith Council of Social Service and has been 
offering a range of services to homeless women and children including meals, job coaching, 
health and mental health care, social work and case management during varying times since its 
opening in 1994. Currently, access to health care and mental health services is limited by funding 
allocation and lack of adequate resources. Partnerships with current agencies, such as the UNC 
Department of Psychiatry, will serve as a springboard for the expansion of mental health services 
available to the women of the shelter.  
This program and evaluation plan aims to describe existing programs from around the world 
addressing mental health services access through a literature review. The paper will then select 
key elements for the program plan and evaluation and begin to explore the rich historical context 
and present frameworks of mental health and homelessness within the nation and North Carolina. 
The theoretical basis of the program, its goals and objectives and a simplified overview of the 
plan in the form of a logic model will be provided. The paper content will provide a basis for the 
program plan, its implementation, program budget and evaluation process. The paper will end 
with a discussion of the initiative along with its strengths and weaknesses. Overall, it will serve 
as a road map for the next five years in achieving the goal of increasing mental health services 
access to the women of the HomeStart shelter.  
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Introduction 
The WHO (1946) defines health as a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity. In a characterization of homelessness, 
the connection between health and lack of stable housing cannot be ignored. The National Health 
Care for the Homeless Council (2011) attempts to shed light on the reciprocal relationship 
between homelessness and health. An acute illness, for example, could lead to trouble 
maintaining current employment. Lack of adequate insurance and rising medical bills, missed 
days at work due to illness and finally, a lost job due to inability to perform at previous levels all 
can lead to the loss of a stable home. In 2007, 62% of the bankruptcies (1 million) were caused 
by medical debt which represents a diverse population of individuals and families vulnerable to 
the risk of becoming homeless (NHCHC, 2011).  
It is often very difficult to discern the inciting factor for worsening physical and mental 
health among the populations experience lack of stable housing. It is possible a worsening health 
condition is due to the spiral into homelessness. It is equally possible that a health issue 
precipitated and caused the degradation of existing financial and social supports. It is 
undoubtedly an area of great concern no matter the provoking cause. A significant percentage of 
the disease burden relates to mental health. It is this aspect of the WHO definition of health that 
will be addressed throughout this paper.  
Mental Health & Homelessness 
A national survey found that over 92% of mothers who are homeless have experienced 
physical or sexual abuse in their lifetime with three times the rate of post-traumatic stress 
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disorder and twice the rate of drug and alcohol dependence compared to housed low income 
women (SAMHSA 2011). Following a loss of stable housing, almost 50% of women reportedly 
suffer from an episode of major depression (SAMHSA 2011). Homeless children also experience 
higher rates of mental illness in comparison to their low income housed counterparts (SAMHSA 
2011). 
Homelessness & Health Services 
These data represent a vulnerable population of individuals with poor access to mental 
health support services. It is incumbent upon the shelters and transitional housing services who 
often house these individuals to be able to support the behavioral health needs of this population 
through referral and in-house support. It is an equivalent responsibility of the County residence 
to provide support for the needs of the population, as well. However, this has been and remains 
to be a gap in the care provided to the homeless women and children of North Carolina and many 
other states.  
This gap in care has notably been characterized by the Substance Abuse and Mental 
Health Association in its strategic initiative for recovery support (Power, 2011). The goals within 
this initiative include measures to promote health, ensure permanent housing and the availability 
of support services, increase gainful employment and educational opportunities and promote peer 
support and the social inclusion of these individuals. The homeless women with/without children 
suffering from mental illness would be well-served by the goals within this initiative. It is with 
this initiative in mind that I endeavor to achieve the goal of increasing the availability of mental 
health support services for the women of the HomeStart program here in Carrboro, North 
Carolina. With the help of many others, I will create a sustainable program in partnership with 
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local mental health services and create connections with local entities. This program will 
specifically allow the women of HomeStart to be seen by a mental health professional upon 
intake, receive an assessment and be provided services as necessary.  
Systematic Review 
This systematic review will seek programs with a focus on increasing mental health services 
access to homeless persons, specifically women. Each program will be assessed for useful 
components for my program plan. Each program will also be assessed for its evaluative process 
and results.  
Methods 
Research Question 
What programs assess, expand and create mental health access for homeless women with mental 
illness and how are they evaluated? 
I used the PsychInfo database to search for articles relevant to the research question. I 
used the thesaurus function in order to narrow the search terms. There was considerable 
difficulty in narrowing terms while retaining the ability to have a high yield of relevant articles. 
The final terms were homeless AND women AND (program OR programs OR case 
management) AND ( mentally ill OR mental disorder OR mental illness ). The search yielded 80 
articles with criteria including gender specific articles (women), those published between 2000-
2014, with a full-linked text article and references. Of these articles, abstracts were viewed for 
those relevant to the research question. Inclusion criteria were as follows: the paper describes an 
outreach and/or treatment program for the homeless mentally ill, the program description and/or 
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results was published since the year 2000 and the program increases access to services for the 
population over time. The initial exclusion criteria included the following: the program solely 
assessed housing achievement and/or the omission of an evaluation plan and/or program 
outcomes. The exclusion criteria relating to the evaluation of the program and/or its outcomes 
was iteratively removed in order to include relevant programs. Subsequently, I searched the 
PubMed database with the MeSH terms “homeless women” and “mental health” and “case 
management” which yielded 21 results. Of these results, there was considerable overlap with the 
PsychInfo database. Finally, I performed a reference search of each article meeting all of the 
inclusion criteria. In total, the systematic review yielded 4 articles. Each article provides a unique 
perspective on methods of creating and expanding access to health services, specifically mental 
health care. 
Results 
Waratah Area Homeless Outreach Psychiatric Service (WAHOPS) 
Program Overview 
The Waratah Area Homeless Outreach Psychiatric Service (WAHOPS) program was 
established in 1994 to address the needs of Australia’s growing homeless population. At the time 
of formation and the ten years following, WAHOPS was the sole source of specialized mental 
health services for all of Australia. The program was driven by a national recognition of 
homeless persons and their specialized needs exemplified by the adoption of the Supported 
Accommodation Assistance Program (SAAP) by the Australian government along with its states 
and territories. The SAAP Act solidified a definition of homelessness as present ‘if and only if, 
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he or she has inadequate access to safe and secure housing’. A number of national policy 
approaches were coordinated through SAAP including outreach services, case management, 
creation of profiles of client needs, service evaluation and referral and finally, measurement of 
outcomes.  
The aims of WAHOPS take account the major pathways for escaping homelessness 
whilst suffering from a mental illness such as outreach services, transitional accommodations 
with service linkage and long term case-management style services and support. With the 
assistance of the National Mental Health Policy Grant, WAHOPS team members formed a group 
of individuals to deliver services to the Inner Melbourne population of approximately 3900 
homeless. Of these persons experiencing homelessness, a large number (18%, 12% and 26%) 
were suffering from psychotic, mood and substance use disorders, respectively.  
Within Inner Melbourne, there exists the full spectrum of services for the target 
population with primary usage of emergency services as the staple of connectedness and access. 
Those without shelter are referred to emergency services and linked to various resources from 
there. Within the area service by WAHOPS exists an outreach service, two male-only emergency 
shelters, a transitional shelter and supported transitional housing. There are also four day centers 
and two meal services. In total, 172 shelter beds were available along with transitional housing 
for 140 clients at the time of the report. It was within this context that the central aim of 
WAHOPS was ‘to identify, engage, assess and manage persons with mental illness who are not 
otherwise engaged with or able to engage with other mental health services.’ 
Principles of service delivery for the WAHOPS program included cultural sensitivity and 
its importance while engaging in outreach and establishing relationships with the target 
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population. A need for this principle with both health professionals and shelter staff was 
highlighted along with an educational avenue for accomplishing the cultural sensitivity. The 
mode of engagement principle is assertive outreach as the primary service with an emphasis on 
meeting clients where they live and congregate. In order to address the multiple service needs of 
the population, a focus on shared care and collaborative casework was emphasized. For example, 
outreach services work with day centers and meal centers to engage and establish relationships 
and also referrals are made from emergency services to WAHOPS when a person experiences 
symptoms of psychosis and/or general behaviors consistent with mental illness. Agency support 
is conducted through regular training of service staff in mental health service structure, 
management of mental illness and guidelines for referral. Also weekly meetings for discussion of 
referrals and the client list were included within the agency support principle. Continuity of care 
with a stable service worker roster and responsiveness to client needs with accessible services 
was also emphasized.  
Program Team 
The WAHOPS team is comprised of three psychiatric nurses, a clinical psychologist, a 
social worker, and a part-time registrar and consultant psychiatrist. Daily visits by a pair of 
clinicians to various homeless settings occur. What occurs during these visits is not specified, 
however, it likely involved increasing awareness of resources and the identification of members 
of the target population. These visits are complimented by sweeps of the streets and the central 
business district throughout the week. Any new client referrals are sent directly to the team of 
clinicians and undergo a process of engagement through which long-term relationships and 
access to services are attempted. The initial management strategy is variable in time length and 
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created through collaboration with available services and the client. There is a focus on finding 
suitable accommodations, assessing social security status and addressing acute physical health 
needs. Should a need for psychotropic medications be present, it is addressed when appropriate 
and a plan is created that will ensure the cooperation of the client. The WAHOPS relationship 
through case management is continued until the client has reached a level of stability and 
satisfactory cooperation. Once this occurs, the client is then transferred into the care of the area 
mental health service or to primary care.  
Program Evaluation 
A formative evaluation process was not included with the cited document that contained 
the program description and goals. In the ten years following the program creation, an evaluative 
process likely occurred and this conclusion is drawn from suggestive statements within the 10 
year report. After an extensive search of the Melbourne Hospital website (Melbourne) and 
publication list along with other area outreach program websites (INWPCP), I was unable to 
locate a document with evaluation information. 
Shelter-Based Collaborative Mental Health Care for the Homeless/ Collaborative Mental 
Health Care for the Homeless: The Role of Psychiatry in Positive Housing and Mental Health 
Outcomes 
Program Overview 
The Fusion of Care program for those with mental illness experiencing homeless began 
in 2004 in Toronto, Canada. The program was created to offer integrated continuum of care to 
the residents of Seaton House, one of Canada’s largest shelters. The Seaton House has seven 
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programs of which the Hostel Program with 240 beds was chosen to partner with the clinical 
staff of St. Michaels hospital to form the collaborative model. The target population for the 
model is the hostel residents with unmet needs who are unable to access the necessary services.  
The residents are all males with an average age of 38 and mostly white or black.  None were 
reportedly married or full-time employed at the time of data collection and greater than half had 
a history of previous psychiatric evaluation and incarceration. The prevalence of severe and 
persistent mental illness, alcohol use disorder and substance use disorder was 68%, 26% and 
37%, respectively in one report. Another report described a population with severe and persistent 
mental illness and substance use disorders at a prevalence of 76.5% and 48.5%, respectively.  
The program components were developed with input from the shelter staff and clients and 
included within a logic model for the program: 
 Eligible client identification 
 Interdisciplinary education 
 Comprehensive client assessment 
 Case management 
 Client referrals and partnerships 
 Program evaluation 
Funding for the program was made available through the restructuring of the available shelter 
resources. Clinicians were reimbursed for hourly work for both clinical and administrative 
responsibilities.  
Program Team 
The integrated continuum of care team consists of a client service worker, a nurse, a 
leader of each team from the full time shelter staff, two counselors, along with a family physician 
and a psychiatrist. Each team member helped to contribute to the logic model of six components. 
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The shelter staff was offered training focused on identifying the signs and symptoms of mental 
illness and was also provided feedback on the referrals they made. Interdisciplinary team rounds 
were structured to include the staff and a close working relationship between the staff and the 
clinical team leader was proactively developed in order to improve client identification. These 
team rounds were also reported by the authors to include further opportunities for learning and 
professional development through incorporation of presentations on topics including those 
focused on best practices in management of common conditions within the program population. 
The program authors argue that the integrated model offers learning opportunities for many types 
of professionals.  A resident and medical student curriculum based upon the program has been 
created as well as opportunities for community based research. 
The process is described as a ‘seamless continuum of care model.’ Client assessment 
begins with an hour session focused on identification of needs by the clinical service worker. 
Following the initial session, needs are triaged and a referral to either a family physician or a 
psychiatrist is made and the case is included within the weekly meeting for review and 
management.  A half day clinic is held once a week by each physician with weekly team 
meetings held to develop comprehensive plans for each client. Acute needs are addressed at St. 
Michael’s hospital with discharge planning and coordination done using cooperative efforts from 
the psychiatric hospitals and other hospital programs.  
Throughout the process, client service workers support the client by reinforcing 
adherence to the management plan through continuous case management. This support includes 
escorting clients to appointments, facilitating identification card retrieval, and providing 
feedback to the client concerning behaviors, function and hygiene. All medications are provided 
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by the team’s nurse to each client. Additional needs are met through referrals to other social 
service agencies and Seaton House programs. The authors rely on rapid client referral to services 
they have established strong relationships with in order to eliminate gaps in service needs. It is 
also reported that other shelters and hospitals are able to tie in their own clients to the network 
built by the Seaton House and Fusion of Care program.  
Program Evaluation 
A logic model was created that included the six components of the program with 
activities, outputs and goals for each. For the evaluation component, data collection and analysis 
along with quality and assurance and special projects were listed as activities. Outputs included 
identifying indicators through monitoring, process and outcomes as well as recommendations for 
improvement. The evaluation goal was to evaluate the program continually and provide 
feedback; an additional goal of improving quality of services was also included. Other than the 
presented logic model component of evaluation, I was unable to locate data on the evaluation 
process outcomes.  
In a separate study of outcomes for the men referred to the shelter-based collaborative 
model, a chart review of 73 clients was performed over the course of one year to assess changes 
from baseline status clinically and in regards to housing. The paper authors found that 35.3% of 
patient improved clinically and this conclusion was drawn from chart notes. This conclusion’s 
weakness is highlighted by the authors in the paper and an admitted limitation is the lack of an 
objective measure of severity. It was also found that 48.5% were housed at the study conclusion. 
The definition of “secured housing” was not provided and was left open to interpretation. Using 
logistic regression, the authors identified an association (p<0.05) between clinical improvement 
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& secured housing and the number of visits with a psychiatrist & treatment adherence. There was 
an additional association (p<0.05) between substance use and secured housing. The authors used 
this data to conclude that strategies to improve treatment adherence, access to mental health 
specialists and innovative approaches to treatment of substance use disorders should be 
considered for this population. 
This study was non-experimental and lacks a comparative group. In order to fully 
appreciate the conclusions drawn from the data and to understand what worked and failed in the 
collaborative model, an evaluative process outlining the intervention and which pre-specified 
measurements of success were reached would be necessary. The program made an attempt to 
include an evaluation process within the program but failed to illustrate success in carrying out 
the process in a format accessible to the public.  
The Allegheny Initiative for Mental Health Integration for the Homeless (AIM-HIGH): 
Integrating Heterogeneous Health Services for Homeless Persons 
 Program Description 
The AIM-HIGH program began in 2002 following an awarded grant to the Primary Care 
Health Services, Inc.-Health Care for the Homeless Program and its collaboration with the 
Allegheny County Department of Human Services. The three year grant was intended to support 
the mission and goals of AIM-HIGH ‘to improve the health of homeless individuals by 
integrating physical and behavioral health care services through the development and 
implementation of a delivery system committed to improving availability, access and 
coordination of services.’ Goals of the program (Gordon, Montlack, Freyder et al., 2007): 
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1. To integrate mental health and medical health providers at system and service 
levels 
2. To promote and encourage county and health care provider partnerships 
3. To eliminate duplication and reduce fragmentation of homeless services 
4. To incorporate culturally sensitive and age- and gender-appropriate strategies in 
all facets of health care  
5. To provide educational and cross-training activities for key community and 
political stakeholders, professional providers and ancillary service providers 
6. To evaluate the progress and outcomes of the integration activities 
These goals were meant to be accomplished through the establishment of administrative and 
fiduciary relationships between providers of mental health services and free medical health care. 
The program authors intended to provide services emphasizing the “no wrong door” philosophy 
which encourages persons experiencing homelessness to access multidisciplinary services at any 
point of entry into the health care system. The program had a three level approach toward 
implementation of its mission and goals. 
 Client level 
Behavioral health services were established or enhanced at existing homeless medical 
clinics. The clinics were chosen from geographically diverse neighborhoods with a significant 
homeless population. Each clinic contained a multidisciplinary team that provided a combination 
of medical, behavioral health, drug and alcohol, pharmaceutical and case management services.  
Providers within the AIM-HIGH clinic system consulted with and referred to one another with 
integrated clinics held weekly at each site. A behavioral health contract was created with the 
Western Psychiatric Institute and Clinic’s Neighborhood Living Project which provided a 
number of part-time nurses, case managers, substance abuse counselors and a volunteer 
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psychiatrist. Various combinations of the contractual employees spent time at each of the 5 
clinics.  
Services unavailable within the system were referred out to external agencies.  
 Provider level 
Throughout the program, five county-wide conferences were held for program providers 
with each focused on a particular theme of integration: integrating homeless services, creating a 
resource manual for the homeless, learning about housing and homelessness, improving 
networking between providers and encouraging sustainability of the integration model. The aims 
for each conference included education on the program philosophy and implementation, 
networking opportunities for providers and a forum for the identification of barriers to 
integration. An evaluation process in regards to the success of the conferences in their objectives 
was not mentioned. Integrated training sessions were also provided to the staff that engaged in 
direct care with both general and behavioral health patients.  
 System level 
The administrative structure at the system level included a full-time county liaison 
responsible for maintaining an open communication exchange between stakeholders, service 
providers and Allegheny County officials. A full-time integration ombudsman served as a 
coordinator of services among the agency partners. A work group was also established to 
identify and confront the barriers and facilitators to integration; another led by an education 
consultant to present conferences and trainings and an evaluation core led by an evaluation 
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consultant. Administrative positions were funded by monetary resources from involved agencies 
as well as partner agencies.  
Program Evaluation 
Throughout the program, the administrative level county liaison and integration 
ombudsman developed a number of facilitators to address the barriers to the success of the 
program. The evaluation core was highlighted in the program plan, however, information 
concerning its function beyond that was scarce. I was able to track down a document outlining 
outcomes following various program efforts that was viewed for evaluation content (Williams, 
Mason, Stallworth et al., 2008). These outcomes assess baseline and 4-8 month differences in 
services provided in the 30 days prior to the data entry. Examples of data collection included: 
experiences of serious depression, serious anxiety or tension, attempted suicide, being prescribed 
medication, among others. It is unclear how this data was used for an evaluation process, if at all, 
and remains to be seen what evaluation methods occurred during the program other than 
attention to measures undertaken to overcome barriers to program success. 
Creating Integrated Service Systems for Homeless Persons With Mental Illness: The ACCESS 
Program  
Program Description 
The Access to Community Care and Effective Services and Supports demonstration 
program began in 1993 with funding by the Department of Health and Human Services. The 
project was intended to identify which integrative methods were most useful and to evaluate their 
effectiveness. The program authors define service integration and its goals as aiming to ‘improve 
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clients’ access to comprehensive services and continuity of care; to reduce service duplication, 
inefficiency and costs; and to establish greater accountability.’ The paper discusses five levels of 
integration such as information sharing and communication, cooperation and coordination, 
collaboration, consolidation, and integration (final stage). The final stage is described as being 
led by a single authority, pooled funding, a comprehensive range of services, a single application 
and assessment and individualized services. As organizations make changes on the program, 
policy and organizational levels, the demonstration project seeks to see if these changes improve 
outcomes for the target population beyond the direct service delivery level i.e. case management.  
The design of the project was evaluative in nature and quasi-experimental with 9 states 
each providing an experimental and comparison site with a stated plan in mind to link mental 
health and substance abuse services, housing, health care, income supports and entitlements. 
Applications from various states were received and randomly assigned to either group. Each site 
received funding to support case management and outreach services while the experimental sites 
received additional funding to support integrative activities. States were required to choose from 
a list of integrative strategies such as task-forces, cross-training, co-location of services, joint 
planning and joint funding to name a few. Funding was provided to each state and site each year 
for five years in support of the program. 
Program Evaluation 
System Level 
All community attributes that could affect implementation are documented along with the 
implementation process and barriers to its completion. Facilitators for each barrier and system 
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outcomes are measured as well. For data collection at this level, annual site visits are performed, 
semi-annual reports on program progress are collected and focus groups with service providers 
and clients are held during the second and fifth year of the demonstration which provides 
subjective assessments of program performance. This data is put into a project database and 
summarized.  
A logic model was created from application information and used to describe the 
relationships between integration activities, characteristics of the community, intermediate 
outcomes and long term outcomes. This logic model was subject to revision throughout the 
program duration and reflects how the integration concepts changed over time. Along with these 
systems level evaluation efforts, an inter-organizational network study was conducted at the one, 
two and five year mark to assess how much integration had occurred, agency characteristics and 
service system performance. This study administered a survey to 50 organizations in each 
community and comprised the quantitative evaluation core of the program.  
Client Level 
Data collection included the following: 
Demographic characteristics; history of homelessness and mental illness; employment 
experiences; drug and alcohol use; health and legal status; victimization; extent of social 
supports; service use; service needs; service barriers.   
This data collection is complimented by an assessment occurring four times annually of 
100 subjects at each site. Assessment occurs at the time of the first outreach contact, referral to 
case management and three and twelve months after baseline. Information is also gathered 
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concerning case manager services, referrals and referral outcomes. This data collection is 
assisted by project-level evaluators who interview subjects as well as maintain a computerized 
tracking system of referrals and feedback from referral agencies on service outcomes. 
Feedback 
A formative component of the process includes observations from evaluators and the 
federal staff in regards to progress. This observational feedback is intended to guide necessary 
corrections at the program level. This component also allows for ongoing assistance with 
program barriers that prevent proper implementation of each program’s goals. This feedback 
information is provided in the form of logic models, site visit reports and debriefings, network 
study reports and federal monitoring activities. Annual reports are also provided to summarize 
program implementation activities.  
Interim evaluation findings 
The program report also included findings from the evaluation process of which five major 
issues were identified. 
1. Most of the experimental sites did not have a clear vision of what they wanted to achieve 
with many focusing their direct service delivery level. Many of the sites improved their 
case management services and opened drop-in centers with little focus on addressing the 
broader issue of system integration. 
2. Integration plans were not developed adequately and the sites did very little to expand 
their initial plans once funding was received. Specific activities and resources necessary 
to carry out the plans were not identified and many lacked a specific staff member 
dedicated to working on the plan.  
3. The interagency councils had little responsibility and most the sites after establishing the 
committee did not reform them to be change agents. Furthermore, the committees had 
members from the housing, health, substance abuse and social service agencies. In 
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addition, committee members were mid-levels who did not  the necessary influence to 
enact change within their respective organizations.  
4. Those sites with stage and agency level leadership involvement lacked participation by 
those leaders in the integration process. Active assistance in addressing barriers to 
integration was lacking. 
5. Lack of joint funding or sharing of financial resources was an issue that leaked into the 
sharing of information as well. Funds were Balkanized and guarded.   
The Center for Mental Health Services responded to these issues by sponsoring a series of 
technical assistance workshops for the experimental sites. The targets were those staff who 
brought leaders with them to the table. Tools were provided for defining a vision of system 
integration, identifying barriers, establishing priorities, drafting effective strategic plans, building 
support among stakeholders and implementing the systems integration plan. Each site was 
required to submit a revised evaluation plan after the workshops. A preliminary viewing of the 
plans was favorable and the paper authors deemed the workshops successful as a result.  
Conclusion 
The reviewed programs contain many elements relevant to the program goal of increasing 
access to mental health services for the target population. Though integration of mental health 
services with primary care was a significant component of some of the aforementioned 
programs, the principle use of the program data is to inform my process of program planning and 
evaluation planning for expanding existing mental health services. The unique contributions of 
each included program will be integral to building upon existing services and conceptualizing 
ways to create and strengthen pathways to community partnerships. It will quite literally ‘take a 
village’ to ensure the program’s success.    
Key Elements 
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Common themes included shelter staff training, collaboration with existing and new 
partners or workgroups, a diverse team of health and lay professionals and a program design 
based upon assessed needs of the population. My program plan will incorporate and build upon 
specific aspects of the programs included within the literature review that are reasonable and 
achievable in the designated time frame using attainable resources. I do not aim to incorporate an 
integrative model into the program design, however, the spirit of integration will inform the 
expansion of the shelter’s support network in its collaboration with community agencies.  
Jessica Isom 
April 1st, 2014 
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Summary Table 
Project Program Elements Program 
Team 
Evaluation Outcomes 
Waratah Area 
Homeless Outreach 
Psychiatric Service 
(WAHOPS) 
 
Outreach services; long term case 
management support; specialized 
mental health services.  
Cultural sensitivity; assertive 
outreach; shared care; 
collaborative casework; agency 
support; continuity of care 
Agency support through regular 
training of service staff in mental 
health service delivery, mental 
illness and identification of clients 
-three psychiatric 
nurses 
-clinical psychologist 
-social worker, and a 
part-time registrar and 
consultant psychiatrist. 
Not Available Not Available 
Shelter-Based 
Collaborative Mental 
Health Care for the 
Homeless/ 
Collaborative Mental 
Health Care for the 
Homeless: The Role 
of Psychiatry in 
Positive Housing and 
Mental Health 
Outcomes 
 
Collaborative mental health care 
Eligible client identification; 
Interdisciplinary education; 
comprehensive client assessment; 
case management; client referrals 
and partnerships; 
Training of shelter staff in 
signs/symptoms identification and 
referral feedback 
 Learning opportunities for 
medical students and residents 
-client service worker 
-nurse 
-leader of each team 
from the full time 
shelter staff 
-two counselors 
-family physician 
-psychiatrist 
Activities: data 
collection, analysis, 
quality assurance and 
special projects 
Outputs: identifying 
indicators through 
monitoring, process and 
outcomes; 
recommendations for 
improvement 
Goals: evaluate 
continually and provide 
feedback; improve 
quality of services 
Improved clinically: 35% 
Housed: 48.5% 
Association (p<0.05) 
with both clinical 
improvement and secured 
housing between the 
number of visits with a 
psychiatrist and treatment 
adherence. There was an 
additional association 
(p<0.05) between 
substance use and 
secured housing. 
The Allegheny 
Initiative for Mental 
Health Integration for 
the Homeless (AIM-
HIGH): Integrating 
Heterogeneous Health 
Services for Homeless 
Persons 
 
Each clinic contained a 
multidisciplinary team that 
provided a combination of 
medical, behavioral health, drug 
and alcohol, pharmaceutical and 
case management services.   
-general physicians 
-part-time nurses 
-case managers 
-substance abuse 
counselors 
-volunteer psychiatrist 
 
Administrative level 
county liaison and 
integration ombudsman 
developed a number of 
facilitators to address 
the barriers to the 
success of the program 
Baseline and 4-8 month 
differences in services 
provided in the 30 days 
prior to the data entry 
Creating Integrated 
Service Systems for 
Homeless Persons 
With Mental Illness: 
The ACCESS 
Program 
Project was intended to identify 
which integrative methods were 
most useful and to evaluate their 
effectiveness 
County-wide conferences; liaison 
communication, work groups for 
barriers, conferences/trainings and 
for evaluation 
Evaluation process reveals key 
barriers to success of service 
delivery 
Varied levels of 
integration yielded 
various program teams 
System, provider and 
client level process 
Community attribute 
documentation, data 
collection, annual 
reports, qualitative and 
quantitative surveys and 
outcome reports 
Interim evaluation found 
five major 
implementation barriers 
from the nine 
experimental sites 
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Program Plan 
Overview 
 The HomeStart shelter is a women and children’s residence located in Chapel Hill, NC. It 
houses 10 families in transitional accommodations and 16 single women in the emergency 
shelter. The shelter is a component of the InterFaith Council of Social Service and has been 
offering a range of services to homeless women and children including meals, job coaching, 
health and mental health care, social work and case management during varying times since its 
opening in 1994. Currently, the social worker and case managers are no longer available. 
Presently, access to health care and mental health services is also limited. This program plan will 
build upon existing mental health services and increase access to diagnosis, treatment and long 
term management of mental illness for the homeless women in the shelter.  
Background 
Homelessness in North Carolina 
In the state of North Carolina, a 2008 survey performed by the N.C. Interagency Council 
for Coordinating Homeless Programs (ICCHP) found a total of 12, 371 self-identified homeless 
persons of which 3,643 were in families including 2,216 children (NC DHHS 2011). Of these 
men, women and children there were 1,951 seriously mentally ill (as designated by a mental 
health professional) and 4,175 with a similarly diagnosed substance abuse disorder (NC DHHS 
2011). These data were collected during a “point in time count” done annually in January of each 
year by performing a statewide, unduplicated count of homeless persons on one particular night 
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(Holochwost 2008). In January 2012 during a point in time count, these numbers were similar 
except for a near 30% reduction (2,855) in the number of homeless persons with chronic 
substance abuse on the night of data collection (Holochwost 2012). A significant number of the 
homeless persons on which data were collected had been discharged within 30 days prior from a 
behavioral health facility (292 in 2008; 509 in 2013). 
Mental Health Care Resources 
There is an overall 1.2% reduction in the state mental health budget with a 7.3 million 
dollar change in allocation since 2009 (Honberg, Kimball, Diehl et. al, 2011). The efforts to 
improve utilization of services are hindered by a lack of adequate funding on a state wide level 
(Honberg, Kimball, Diehl et al. 2011). This reduction in funding will have a significant effect on 
my efforts to improve access to services for these women.  
Context 
The program plan will be designed to begin to fill in the behavioral health gaps within the 
homeless women population of HomeStart. Program objectives will include measures to assess 
each resident during the intake process for mental health status and/or current mental health 
needs and to maintain, improve and/or create opportunities for subsequent treatment as needed.  
Political Environment 
The program plan will exist within a positive national political environment in regards to 
the importance of shared goals of improving both physical and mental health, improving access 
to care for the indigent and recognizing the advantages of preventive medicine that are found 
within the Patient Protection and Affordable Care Act. There are components of the health law 
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that provide increased overall access to mental health services for both existing and new 
insurance plans in the healthcare marketplace (ASPA). However, these new benefits are limited 
to those falling into the Medicaid eligible, government subsidy groups or self-pay insurance 
consumer groups. The North Carolina Institute of Medicine issued a report in support of 
expansion (NCIOM). However, statewide efforts in North Carolina to meet these needs, 
especially of the indigent population, have been slowed due to the lack of support for Medicaid 
expansion by the state governor (NCGA). This will prove to be a challenge for connecting those 
in need of services to the providers able to assume their care. Establishing new and/or 
maintaining current partnerships with behavioral health providers may allow for latitude in the 
seeking of care for those falling into the coverage gaps.  
Consistency & Acceptability 
Locally, there are efforts in place to address some of the needs of the program’s target 
population that have been endorsed by the NC Department of Health and Human Services such 
as the Project Homeless Connect events which occur annually in various localities and include 
mental health as well as substance abuse services. This event is headed by the Orange County 
Partnership to End Homelessness (OCPEH) here in Carrboro along with efforts to provide 
housing support, employment assistance and peer support.  Orange County is also one of 14 NC 
Counties to adopt a 10 year campaign to end homelessness while working with the North 
Carolina Interagency Coordinating Council for Homeless Programs (ICCHP). I believe these 
shared goals represent opportunities to pool together existing resources and expand the access 
and content of mental health services to the shelter residents. 
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Stakeholders 
The OCPEH has numerous standing partnerships with local stakeholders in Orange 
County including Cardinal Innovations, the UNC Center for Excellence in Community Mental 
Health and UNC Healthcare (OCPEH 2012). The large number of partners can be viewed as a 
united front for support in eliminating homelessness and addressing root causes related to 
behavioral health. The capacity for expanding beyond the currents constraints of the partnerships 
is to be determined and may prove challenging as efforts to link the homeless with the 
appropriate services are attempted. In order to address this challenge, current stakeholders must 
be brought to the table in order to gain a better understanding of the current constraints. 
Exploring the posed issues behind the gaps in care provided to the target population as well as 
the entire homeless population of Orange County may provide insight that can be built upon 
throughout the program plan. 
A particular stakeholder, the UNC Department of Psychiatry and its Project HomeStart 
program, holds volunteer clinic hours each Thursday of the week at the HomeStart location. This 
group will serve an important purpose in defining the limitations of the current community health 
resources and the access the population has at the present time. This stakeholder also represents a 
possible team member in discerning where and what can be done to improve the current services 
offered to the women of the shelter. The target population will also prove to be an invaluable 
resource for determining the needs of the residents and the temperament towards mental health 
support services. Those residents who have experienced the gaps in the current system may be 
able to suggest particular points in the process on which the program plan can seek to improve. 
Those residents who have refused the services in years past can also provide input as to the 
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rationale behind their decisions and assist staff in future encounters with providing socio-
culturally appropriate intake measures concerning mental health assessments. 
Financial Resources 
There are grants available from Health and Human services to fund mental health support 
for homeless persons. Such grants include the Health Care for the Homeless program which 
provides funds for multi-disciplinary comprehensive programs that include substance abuse 
services. Two additional grants, funded by the SAMHSA (Substance Abuse and Mental Health 
Services Administration) are offered to provide support for staff-training, community mental 
health services, alcohol or drug treatment services, case management services and referrals for 
other community resources. These grants, PATH and Grants for the Benefit of Homeless 
Individuals, represent opportunities for the HomeStart program to have the necessary funding to 
support the target population. Grants are highly competitive and take a considerable amount of 
time and expertise to pursue. This will be a challenge that can be overcome by securing the 
appropriate assistance for grant writing as well as developing a reasonable timeline for the 
completion of the application. Both the InterFaith Council, who is the parent organization of 
HomeStart, and the OCPEH have experience in securing grants and will be sought as a resource 
throughout the program plan. 
Program Theories 
This program will incorporate an individual, interpersonal and community level behavioral 
theory. The Health Belief Model, Social Cognitive Theory Model and the Community 
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Organization Model will be the basis of the major intervention components. I will explore how 
these theories can assist the program plan during its creation and implementation. 
Health Belief Model (HBM) 
The HBM will be a critical component of the program plan for the shelter residents. This 
theory is grounded within six key variables that likely lead to engagement in a specific health 
behavior, such as seeking a mental health assessment or undergoing therapy for a mental illness. 
These variables are as follows (Glanz, Rimer, NCI 1997): 
 Perceived susceptibility--how much an individual believes they are susceptible to the 
condition 
 Perceived severity--how much an individual believes the consequences of inaction are 
serious 
 Perceived benefits--how much an individual believes they will benefit from the action 
 Perceived barrier---how much an individual believes the costs of an action are 
outweighed by the benefits of the action 
 Cues to action--factors that prompt action such as a doctor’s advice or a TV commercial 
 Self-efficacy---how much self-confidence an individual has in their ability to perform an 
action 
Though evidence directly tying the HBM in its entirety with mental health services utilization is 
weak, there is support for the theory’s relationship when considering specific individual theory 
components (Henshaw & Freedman-Doan 2009). 
Homeless women have a higher risk of mental illness and stress related to lack of stable 
housing (SAMHSA 2011). An assessment provided by a mental health professional will allow 
them to identify and address mental illness, if present, and support their efforts to end their lack 
of stable housing. Cues to action can be provided by shelter staff upon intake. Addressing the 
perceptive components can occur during the weekly mandatory sessions held by the program 
director. Support for these components can also be provided in the form of marketing throughout 
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the clinic. In sum, these measures as representations of the HBM will likely lead to increased 
self-efficacy in seeking a consultation with a mental health provider.  
Social Cognitive Theory (SCT) 
This theory will be helpful in characterizing educational interventions at the staff level. 
The SCT highlights the concept of reciprocal determinism which relates the interactions of one’s 
own behavior to that of the environment in which it is performed. The perceived capabilities to 
carry out the behavior as well as expectations for its performance are important aspects as well. 
It is an integral component of the program plan that will assist the HBM and build upon its 
efforts to create an environment conducive to change. Staff members can have a powerful hand 
in creating the environment necessary to reinforce the HBM of shelter residents. Empowering 
this group with knowledge to increase their self-efficacy in addressing the population is integral 
as well. For example, ensuring mastery learning through skills training can assist with behavioral 
capability (Glanz, Rimer, NCI 1997). 
Community Organization (CO) 
The community level theory contributes potential change strategies to empower 
community members, mobilize them around agreed upon problems and identify realizable targets 
for change (Glanz, Rimer, NCI 1997). In addressing the perceptions and opinions of both the 
staff and the shelter residents, organizing the efforts using the Community Organization theory 
will ultimately allow us to nudge the participants from taking a passive to an active role. This 
may lead to future advocacy for increased access to services in the future; however, our 
immediate short term goals are to achieve the change strategies above. This Community 
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Organization theory may also be used to engage community partners in the process of issue 
identification and yield support for the shelter efforts to improve those issues. There are various 
stakeholders within Orange County that have a general interest in the health of the homeless 
population. Teamwork between the stakeholders may reveal specific aims and common threads 
on which to build sustainable relationships to assist our program efforts. It will also serve to 
highlight the importance of mental health in obtaining the over-arching goal of reducing 
homelessness in Orange County.  
Goals & Objectives 
Goal:  Establish and improve access to mental health services for the homeless women sheltered 
within the HomeStart shelter for women and children         
Short Term Objectives (0-2 years): 
1. From August 2014 – February 2015, form a workgroup with the assistance of the 
OCPEH Program coordinator comprised of coalition stakeholders who can support the 
program goals with 75% of invited members agreeing to participate in the workgroup. 
Activities 
Meet with the program coordinator to assess which coalition members have a stake in the 
program goal and begin to establish a workgroup. Create a workgroup invitation which will 
include the program plan, a description of similar programs and incentives for success. Gain 
insight into each workgroup member’s available resources and specific insights. Create new 
relationships with non-coalition stakeholders to solicit participation. 
2.    From February 2015-August 2015, a needs assessment will be conducted with 
participations from 15 representative residents, the program director, interested 
stakeholders and the newly formed workgroup. 
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Activities 
Perform a population specific needs assessment within the shelter to include a survey of 15 
shelter residents. Open interviews will be conducted with workgroup members. The program 
director will conduct an open forum with shelter staff and an additional forum with shelter 
residents. The staff forum will include a survey that addresses comfort with, knowledge of and 
skills for dealing with signs and symptoms of mental illness. The resident forum will occur twice 
monthly to account for the variable resident population and in order to facilitate increased 
participation in establishing a community voice. Contact will be established with at least two 
successful programs that were found within the literature to garner advice and learn of expected 
pitfalls. 
3. By the end of year one, a formal marketing campaign will be established in order to 
facilitate increased  use of existing and new shelter mental health resources 
Activities 
Research will be conducted into evidence-based practices for use of social marketing in reducing 
mental health stigma. Partnerships with the UNC School of Business and Social Work will be 
developed in order to solicit advice on best practices for engaging consumers (i.e. shelter 
residents). Social marketing techniques may include paper advertisements, role playing 
exercises, cues to actions through verbal communication with shelter staff, printed brochures and 
handouts.  
4. By the end of year one, a training program will be created for shelter staff which will be 
provided twice annually  
Activities 
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The training will include informational sessions from community psychiatrists and standardized 
patient encounters with student volunteers. During the workgroup formation, interest will be 
assessed for providers in the area with an interest in education. Contact with the Psychiatry 
Interest Group at UNC School of Medicine as well as the Clinical Skills Assessment program 
will be made. Student volunteers will be trained by the volunteer psychiatrist throughout the year 
until the training program begins. The training content will incorporate modules from the Burke 
(2005) staff training.  
5. By the end of year two, at least 75% of shelter staff will have undergone training which 
will be coordinated by the program director and volunteer psychiatrists/residents 
Activities 
The training will occur with at least 75% staff participation and completion of training will 
include both a pre and post assessment. Staff members graduating from training will have 
successfully completed a 4 hours training session, simulation with a standardized patient, 
demonstrated increased knowledge, illustrate a change in behavior and will receive subsequent 
periodic evaluations of new interactions and their results through observation.  
6. By the end of year two, there will be 2 or more volunteers from the UNC School of 
Medicine for training sessions available each year. 
 
Activities 
With the assistance of the Project HomeStart program director, medical students will be provided 
with an opportunity to earn volunteer hours through training sessions each semester. The 
sessions will be incorporated into the Project HomeStart volunteer schedule in order to create a 
sustainable pipeline of student volunteers.  
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7. By the end of year two, Project Homestart with the UNC Department of Psychiatry will 
participate in the new intake process by seeing all referred new residents and increasing 
Tuesday clinic duration to four hours.  
Long Term Objectives (3-5 years): 
1. By the end of year five, 100% of shelter staff will have undergone training 
2. By the end of year four, we will have contacted area resources in mental health and have 
established long-term relationships with hotlines, clinics and crisis services. 
Activities 
These relationships will be sought after in order to provide access to medication services (Strowd 
Roses), visit vouchers to area providers and participation in the referral system to reduce 
emergency hospitalizations. 
3. By the end of year three, grant funding will be secured to hire a Mental Health and 
Substance Abuse Social Worker who will conduct mental health assessments and 
behavioral health histories for all new residents 
4. By the end of year five, greater than 75% of new residents living in the shelter for more 
than 7 days will have an assessment performed by a mental health provider. 
5. By the end of year five, the shelter will have a weekly on site psychiatrist and or residents 
for a clinic half day 
6. By the end of year five, behavioral health vouchers will be made available in order to 
facilitate access to outside services at the area clinics for therapy and behavioral 
counseling 
7. By the end of year five, 50% of the medication needs of residents will be met 
8. By the end of year five, 50% of referrals to area health services will be successfully 
completed 
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Assumptions Inputs Activities Outputs Short Term 
Outcomes 
Long Term 
Outcomes 
Available resources and 
interest in supporting 
the needs of the chronic 
and transiently 
homeless in Orange 
County 
Residents have an 
interest in accessing 
mental health services 
Staff has an interest in 
gaining a new skill set 
UNC Department of 
Psychiatry  
Piedmont Health Clinic  
InterFaith Council for 
Social Service 
Orange County 
Partnership to End 
Homelessness  
UNC School of Medicine 
Project HomeStart 
Strowd Roses 
Cardinal 
Innovations/OPC  
UNC Center for 
Excellence in 
Community Mental 
Health 
UNC Horizons 
Freedom House 
Recovery Center 
UNC School of Business 
UNC School of Social 
Work 
 
Institute a standardized referral 
process for patients needing a 
referral to the Project Homestart 
clinics, outside providers and 
other needed services 
 
Arrange regular visits with a 
volunteer psychiatrist, resident 
and/or mental health nurse as 
needed 
 
Provide referrals to volunteer 
psychologists 
 
Provide access to medication 
and/or visit vouchers for outside 
referrals 
 
Create a training program for 
staff to be able to identify basic 
signs and symptoms of mental 
illness  
 
Create an intake mental health 
assessment form 
Require a visit with a mental 
health nurse for each resident 
Hire a mental health nurse 
Evaluate intake process, training 
program and referral outcomes
  
Conduct a population based 
behavioral health needs 
assessment 
Invite coalition members and 
community members to form a 
new workgroup 
  
New workgroup comprised of at 
least 75% of invited members 
Time commitment of one half 
day from at least one 
psychiatrist and two residents 
Data from needs assessment 
 
Residents  
Survey data will reveal 
improved interactions 
with staff and a greater 
appreciation for increased 
access to services 
The needs assessment will 
lead to achievements in 
higher levels of the 
Maslow hierarchy of 
needs for residents 
Assessments will identify 
behavioral health needs 
for of shelter residents  
Data will reveal a greater 
than 50% increase in 
referral rate success to 
resources 
Relationships with area 
resources will be 
strengthened and sustainable 
Residents will have better 
mental health and improved 
overall health outcomes 
Housing success rates will 
improve 
  
Population with a 
higher prevalence of 
depression, PTSD, and 
severe and persistent 
mental illnesses 
Poor access to mental 
health services 
Lack of training and 
skills within shelter 
staff for dealing with 
mentally ill residents 
Training program manual, pre 
and post assessment, and 
evaluative form 
Greater than 75% of shelter 
residents have undergone a 
formal assessment 
Greater than 75% of shelter 
staff have undergone training 
Funding/support for visit 
vouchers and medication 
Shelter Staff  
Use of skill set in most 
interactions  to respond 
appropriately to residents 
exhibiting such signs and 
symptoms  
Increased identification of 
residents needing services 
Increased support felt by 
staff from program 
resources 
Increased knowledge and 
understanding of the 
necessity for services 
access 
Consistent use of skill set to 
better handle mentally ill 
residents 
Improved confidence and 
comfort while handling 
difficult residents 
Efficient and appropriate 
referral of residents to 
mental health resources 
Reduced referrals to 
emergency services 
Opportunities for student 
learning and service through 
standardized patient encounters 
for at least 5 students 
 Post training assessment 
simulation for  75% of shelter 
staff following session 
completion 
Post training evaluation and 
observation for 75% of shelter 
staff following simulation 
activities 
Volunteers  
Gain service hours in 
mental health 
Exposure to community 
behavioral health 
challenges 
Observation of mental 
health services 
Increased % will have 
provided  service to an 
underserved population 
More UNC medical  
students will gain skills in 
recognizing the signs and 
symptoms of mental illness 
Students will have 
established  and maintained 
an interest in Psychiatry as a 
career goal 
Networking opportunities in 
the field will increase 
Improved connections with area 
mental health resources 
Establish a voucher system for 
behavioral health visits 
Access to volunteer 
psychologists 
Secure residents and 
psychiatrists to run bi-weekly 
half day clinics on site 
Health Professionals  
Provide increased access 
to mental health providers 
Gain exposure to 
pathology involved with 
homelessness 
 
Provision of increased 
access to services for shelter 
residents 
Support continued learning 
opportunities for residents 
and medical students 
Serve as patient advocates 
Better patient outcomes and 
more engaged patients 
 
Logic Model 
HomeStart Shelter 
Mental Health Program 
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Implementation 
In order to establish and improve access to mental health services for the homeless 
women with severe and persistent mental illness sheltered within the HomeStart shelter for 
women and children, the program will accomplish a number of short and long term objectives. 
These efforts will be led by the shelter program director, IFC staff as well as workgroup and 
student volunteers. Within the first year, we will meet with the OCPEH program coordinator to 
assess which coalition members have a stake in the program goal and begin to establish a 
workgroup. We will also create a workgroup invitation which will include the program plan, a 
description of similar programs and incentives for success to gain knowledge of each workgroup 
member’s available resources and specific insights. This will facilitate the creation of new 
relationships with non-coalition stakeholders that are brought forth from the surrounding 
community. This will also serve to strengthen existing relationships to improve upon current 
methods of system services delivery.  
In the first year, we will perform a population specific needs assessment within the 
shelter to include a survey of 15 shelter residents. Open interviews will be conducted with 
workgroup members and the program director will conduct an open forum with shelter staff and 
an additional forum with shelter residents. The staff forum will include a survey that addresses 
comfort with, knowledge of and skills for dealing with signs and symptoms of mental illness. 
The resident forum will occur twice monthly for a minimum of three months to account for the 
variable resident population and in order to facilitate increased participation in establishing a 
community voice. Contact will be established with at least two successful programs that 
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incorporated specific program components of interest from the literature to garner advice and 
learn of expected pitfalls. 
By the end of year two, the staff training will be available and include informational 
sessions from the Mental Health First Aid organization, community psychiatrists and 
standardized patient encounters with student volunteers. During the workgroup formation, 
interest will be assessed for providers in the area with an interest in education. Contact with the 
Psychiatry Interest Group at UNC School of Medicine as well as the Clinical Skills Assessment 
program will be made. From these sources, student volunteers will be trained by the volunteer 
psychiatrist throughout the first two years until the training program begins. The current staff 
will be trained primarily by Mental Health First Aid until each staff member has undergone the 8 
hour session once.  
The completion of training will include both a pre and post assessment. Staff members 
graduating from training will have successfully completed an eight hour training session, 
simulation with a standardized patient, and demonstrated increased knowledge through post 
assessment measurement. Staff must illustrate a change in behavior through observation of 
interactions and will receive subsequent periodic evaluations through observational visits from 
workgroup professionals.  Shelter residents will be surveyed through pre and post training 
random sample questionnaires on staff interactions.  
With the assistance of the Project HomeStart program director, medical students will be 
provided with an opportunity to earn volunteer hours through training sessions each semester. 
The sessions will be incorporated into the Project HomeStart volunteer schedule in order to 
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create a sustainable pipeline of 2 or more student volunteers each year. By the end of year five, 
100% of shelter staff will have undergone training with a pass rate of 75%.  
By the end of year four, we will have contacted area resources in mental health and have 
established long-term relationships with hotlines, clinics and crisis services. These resources will 
be reinforced during staff training and follow up. These relationships will be sought after in order 
to provide access to medication services, visit vouchers to area providers and participation in the 
referral system to reduce unnecessary emergency hospitalizations. By the end of year five, grant 
funding will be secured to hire a mental health and substance abuse social worker to assist with 
and conduct mental health assessments for all new residents along with mental health provider 
volunteers.  
By the end of year five, greater than 75% of new residents living in the shelter for more 
than 7 days will have an assessment performed by a mental professional. By the end of year five, 
the shelter will have a bi-weekly on site psychiatrist and or residents for clinic half days. By the 
end of year three, behavioral health vouchers will be made available in order to facilitate access 
to outside services at the area clinics and will be supported by grant funding. By the end of year 
five, greater than 50% of the medication needs of residents will be met and greater than 50% of 
referrals to area health services will be successfully completed. 
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Evaluation Plan 
Evaluation Rationale 
When creating the evaluation design for any program, it is important to consider what the 
evaluation plan can accomplish in order to inform the planning process. The plan can serve as a 
consensus understanding of the rationale behind the evaluation, what it will be used for and what 
types of results are desired (CDC 2013). The plan can help to increase transparency with those 
making program decisions and stakeholders (CDC 2013). For the program at the HomeStart 
clinic, it could contribute to increased acceptance of the applied intervention methods, help to 
ease the transition process of frequent staff turnover and help to establish the specific needs of 
stakeholders and key decision makers (CDC 2013). Many evaluators will agree that the ultimate 
goal of an evaluation is to produce a useful product while accomplishing the goals set forth by 
the program decision makers and stakeholders.   
My role will supplement the primary internal evaluator, the program director, as the 
evaluation design is undertaken.  My role during the evaluation is determined by my relationship 
to the program director, program participants and relevant stakeholders. With a stated interest in 
the implementation of the program, I will serve as a secondary internal evaluator throughout the 
duration of the process. My capacity in that role, though limited to lack of experience, will be 
strengthened by my knowledge of successful interventions, knowledge of evaluation basics and 
extensive involvement with the program design.  The primary internal evaluator will use her 
expertise in shelter structure, community member demographics and previous participation in 
evaluative efforts. Evaluators must make efforts to undergo a systematic inquiry with 
Jessica Isom 
April 1st, 2014 
 
competence, integrity and honesty, respect for people and consideration of their responsibilities 
to the general and public welfare (Shadish, Newman, Scheirer, et al., 2003). 
Program stakeholders’ participation is an integral component of the evaluation plan. 
Engaging stakeholders is the first step in the CDC’s framework for program evaluation (CDC 
2013). Each stakeholder holds a vested interest in both the outcomes of the program and the 
questions asked and answered during the process. Types of program stakeholders include 
funders, community members, program directors, and sometimes, public officials. Each 
stakeholder will have varying specific interests and, ideally, a few interests that overlap with one 
another. These interests are dependent upon the purpose of the evaluation which must be stated 
clearly so that stakeholders can participate in a transparent process (CDC 2013). 
This evaluation plan will be participatory in nature with a high level of evaluator 
interaction. This approach will ensure an adequate level of stakeholder engagement and 
strengthen the results of the design. Relevant questions to an evaluation of the implementation 
and specific outcomes of the program will involve questions related to how closely the program 
plan was followed, how much of the anticipated resources were received and used or questions 
concerning the expected improvements in health outcomes and reduced inequities. In order to 
assure the concerns of each stakeholder are met, an external evaluator will be hired to create and 
establish relationships while catering to asked questions. This evaluator will objectively assess 
which questions can be answered with available resources and will provide an alternative 
perspective to that of the internal evaluators. Individual interviews with stakeholders can be 
performed by the external evaluator and reviewed by both types of evaluators as final decisions 
are made.  
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Budget and time constraints are common issues encountered when planning, undergoing 
and reporting evaluation results (Bamberger, Rugh, Mabry 2006). The evaluation plan must take 
these into consideration and allot for both time and resources proactively. In some instances, the 
evaluation will suffer in its applied methods and the validity of its conclusions due to lack of 
proper funding and/or available time (Bamberger, Rugh, Mabry 2006). This outcome can also be 
affected by the timing of the evaluation. Early participation in the implementation process can be 
affected by both budget and time while late participation can be affected by lack of adequate 
baseline data. The Real World Evaluation (Bamberger, Rugh, Mabry 2006) strategy advises 
evaluators to address the issues of constraints and limitations by structuring the evaluation design 
to reduce the effects of the barriers. During our evaluation plan, we will take these suggestions 
into consideration as we attempt to produce a useful product for interested parties. 
Evaluation Design 
The design of an evaluation must cater to and be responsive towards the needs and goals 
of the target population and its stakeholders (Kellogg, 1998). As the program plan is 
implemented, data must be gathered that is most relevant to specific questions posed by 
stakeholders, most feasible for the program resources and sensitive to the cultural issues in the 
community (Kellogg, 1998). The design for the HomeStart Mental Health Program will 
primarily be observational in nature with a pre-test and post test incorporation. An observational 
evaluation design is most appropriate for this program due to the educational and training aspects 
of the program. The clinical outcomes will be determined by a comparison of post-intervention 
outcomes with pre-intervention data. Changes in knowledge, skilled interactions and perceptions 
will be sought after and recorded. Involving stakeholders and program staff as we develop a 
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contextual understanding of the program implementation process is an integral component for 
each of the following methods (Calleson, n.d.b).  
Evaluation Methods 
When determining data collection methods for an evaluation process, one must consider 
the appropriateness and feasibility of chosen methods (CDC, 2013). For the HomeStart Shelter 
Mental Health Program, we will be focusing on both qualitative and quantitative data collection. 
Qualitative methods allow for a richer assessment of program implementation that can include 
program functions and its meaning to all those involved (Calleson, n.d.b). Quantitative methods 
allow for characterization of program outcomes in a numeric, measurable format that can 
appease funders as well as certain types of data necessary for program implementation.  
Qualitative Methods 
The program evaluator will employ various methods including observation, focus groups, 
interviews and assessments including open-ended questions. Using these various methods, the 
evaluator will be able to collect information and perspectives that are difficult to gather from 
numeric data. This group of methods will also allow for a holistic view of the program and 
reduce the effects of any one method bias (Issel,2009). The ability of the evaluator to use each 
method will be largely determined by the evaluation budget and human resources (Kellogg 1998, 
CDC 2013). Observation components of the evaluation will result in an additional investment of 
time, training and data collection. This type of data collection is necessary for post-training 
evaluation of staff, for example, but may be limited by its vulnerability to confidentiality 
requirements of all parties involved (Kellogg, 1998). Comparatively, surveys and interviews will 
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require a different set of resources. Surveys may preserve the confidentiality necessary to gather 
information concerning some of the program objectives. The ability of the evaluator to determine 
both the necessity and feasibility of each evaluation method for specific program components 
will be an essential skill.  
Quantitative Methods 
The program evaluator will also employ varying methods of data collection using 
quantitative methods. These methods will include pre and post surveys and assessments and 
clinical logs. This information will be used to measure the effectiveness of clinic outreach, 
referrals and treatment outcomes for specific program objectives. This objective data collection 
will provide a reasoned assessment of the success of the program in recruiting residents, 
providing necessary services and documenting program successes. This data will also reveal 
information on learned knowledge, skills and behaviors following the program implementation.  
IRB Considerations 
 The HomeStart Mental Health Program will require the collection of data from human 
subjects for the purposes of evaluation and outcomes assessment. The Institutional Review 
Board is a committee whose purpose is to protect the rights and welfare of human subjects (UNC 
Research, n.d.). The nature of our evaluation process will require an IRB approval in some form. 
Though our approach to the evaluation is non-systematic and context-based, we will be applying 
a pre-designed model to increase generalizable knowledge for homeless women in the U.S. 
residing in shelters. This model shares characteristics with a research process, however, it is an 
evaluation by the nature of its intended design (Calleson).  
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 The clarification of a program evaluation's content and purpose is significantly important. 
As the data is collected and disseminated, it is vital to understand the rationale behind the 
collection of information, who will own the data and which parties can access both primary and 
secondary forms of the data (Calleson). The HomeStart program will use the data for both 
internal development and external evaluation findings to increase the knowledge base in 
homeless women and the provision of mental health services. The evaluation design will be 
limited by budget, time and stakeholder constraints. The following topics will be affected by 
these limitations and must be addressed in order to preserve the dignity and rights of the human 
subjects involved in the program plan and evaluation.  
Population Specific Concerns 
Patients suffering from mental illnesses and/or undergoing behavioral health evaluation 
as a member of a high risk group are particularly vulnerable to the risks of evaluation research. 
Subjects with mental illness may have impaired decision-making capacity (NAE, 2014). They 
may also experience stigma and devaluation as a result of the evaluation, possible diagnosis and 
future treatment (NAE, 2014). Program staff undergoing evaluation will also face unique issues. 
These issues include their rights as study participants during process and performance 
monitoring (Issel, 2009).  
The program will collect data on health services and treatment outcomes. The staff 
training will also necessitate data collection through observation and other types of qualitative 
data related to staff-resident interactions. This data will be vulnerable to confidentiality 
requirements through HIPPA and consent issues as shelter residents agree to engage in the 
services under the umbrella of the program. The program will require consent from residents 
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participating in the services to allow for non-identifying data collection to guide the evaluation 
conclusions. Raw data will be solely accessed by the evaluator with aggregated data made 
available for program staff relevant to the evaluation process in order to protect the privacy 
rights of program participants (Calleson, n.d.). Potential adverse effects include stress related to 
engagement with the health care system, stigma associated with engagement, diagnosis and 
treatment, as well as adverse effects of cognitive and pharmacologic therapy (CDC, 2013). 
Stigma-related stressors may occur and attempts at reducing the effects will be made throughout 
the program plan (CDC & SAMHSA, 2012). Any adverse effects that may arise will be 
proactively communicated to the IRB committee for assistance in addressing them appropriately.  
IRB Review 
The HomeStart Mental Health Program will apply for an expedited review by two IRB 
members as outlined by Issel (2009). The evaluation research involves no more than minimal 
risk and may involve knowledge of participant identities (Issel, 2009). If the UNC IRB deems 
the process amenable to full review, the program will complete all necessary requirements as 
suggested by the committee. The overall objective is to protect the rights of those involved while 
preserving the integrity of the data collection process and interpretation of the results (Calleson, 
n.d.). 
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Evaluation Content 
Short Term Objective #1:  
From August 2014 – February 2015, form a workgroup with the assistance of the OCPEH Program coordinator 
comprised of coalition stakeholders who can support the program goals with 75% of invited members agreeing to 
participate in the workgroup. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
During the first year, did the OCPEH 
program director and support staff 
recruit stakeholders to form a work 
group? 
OCPEH Program Director 
Shelter Program Director 
Interview  
What specific steps were taken to form 
the workgroup and how was 
stakeholder participation requested, 
confirmed and maintained? 
OCPEH Program Director 
Shelter Program Director 
Interview 
Open-ended questions 
Data collection 
What resources and/or activities did 
participating stakeholders 
provide/perform? 
OCPEH Program Director 
Shelter Program Director 
Workgroup members 
Interview 
Surveys 
Data collection 
Were there barriers present during the 
workgroup formation process? If so, 
how were they overcome? 
OCPEH Program Director 
Shelter Program Director 
Interviews 
Surveys 
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Workgroup members 
How were the workgroup members 
incorporated into the program plan and 
ongoing activities? 
OCPEH Program Director 
Shelter Program Director 
Workgroup members 
Interviews 
Open-ended questions 
 
Short Term Objective #2:  
From February 2015-August 2015, a needs assessment will be conducted with participation from 15 representative 
residents, the program director, interested stakeholders and the newly formed workgroup. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
During the first year, was a needs 
assessment performed? What did it 
consist of? 
Shelter Program Director 
 
Interview 
What steps were taken to ensure 
participation from 15 representative 
residents, the OCPEH program 
director, interested stakeholders and the 
workgroup? 
Shelter Program Director Interview  
Written open-ended questions 
What knowledge, data and/or 
conclusions were drawn from the needs 
Shelter Program Director 
OCPEH Program Director 
Organizational records 
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assessment? Workgroup members 
How much did the needs assessment 
cost? 
Shelter Program Director Organizational records 
Data collection 
How satisfied were participants with 
the needs assessment process and 
results? 
Workgroup members 
Shelter Program Director 
Interview 
Written open-ended questions 
 
Short Term Objective #3:  
From February 2015-August 2015, a formal marketing campaign will be established in order to facilitate increased  
use of existing and new shelter mental health resources. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
During the first year, was a marketing 
campaign established? What did it 
consist of? 
Shelter Program Director 
Shelter Staff 
 
Interview 
What steps were taken to ensure the 
content was relevant and appropriate to 
the shelter residents? 
Shelter Program Director 
UNC School of Business 
UNC School of Social Work 
Interview  
Written open-ended questions 
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What knowledge, behaviors and 
attitudes were changed, if any, from the 
initial marketing campaign? 
Shelter Program Director 
Shelter Staff 
Shelter residents 
Workgroup members 
Focus Groups 
Survey 
How much did the campaign cost? Shelter Program Director Organizational records 
Data collection 
How satisfied were participants with 
the content and medium used for the 
campaign? 
Shelter residents 
Shelter Staff 
Focus group 
Written open-ended questions 
 
 
Short Term Objective #4:  
By the end of year one, a training program will be created for shelter staff which will be provided twice annually 
and by the end of year two, there will be 2 volunteers from the UNC School of Medicine for training sessions 
available each year. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
By the end of year one, was a training 
program created for staff members? 
Shelter Program Director Interview 
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What were the specific goals and 
objectives of the training program? 
Shelter Program Director 
Training staff 
Interview 
What resources/inputs were needed 
(type, numbers, and time commitments 
of staff, physical space(s), costs, 
equipment, volunteers, etc.)? 
Shelter Program Director 
Training staff 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
Organizational records 
What steps were taken to create the 
training program for shelter staff and to 
solicit volunteers? 
Shelter Program Director 
Training staff 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
How were the volunteers selected, 
trained and made sustainable 
components of the training program? 
UNC Dept. of Psychiatry Interview 
Organizational records 
Which activities were delivered, were 
they delivered as planned?  
Shelter Program Director 
Training staff 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
Organizational records 
What aspects of the program were felt 
to work particularly well and why? 
Shelter Program Director 
Training staff 
Staff participants 
Focus groups 
Interview 
Survey 
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Did the project cause stress among or 
between staff or divert staff from other 
responsibilities they have to clients?  
Shelter Program Director 
Staff participants 
Focus groups 
Interview 
How can the program be improved? 
(staffing, use of resources, time 
management, etc.) 
Shelter Program Director 
Staff participants 
Training staff 
UNC Dept. of Psychiatry 
Survey 
Focus group 
Written open-ended questions 
What costs, expected and unexpected, 
were associated with these program 
components? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Interview 
Organizational records 
 
Short Term Objective #5:  
By the end of year two, Project HomeStart with the UNC Department of Psychiatry will participate in the new 
intake process by seeing all referred new residents and increasing Tuesday clinic duration to four hours. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
By the end of year two, did the UNC 
Department of Psychiatry participate in 
the new intake process? Did the 
Department increase its clinic hours 
within the shelter? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Interview 
Organizational records 
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What resources/inputs were needed 
(type, numbers, and time commitments 
of staff, physical space(s), costs, 
equipment, volunteers, etc.)? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
Organizational records 
What specific steps were taken to 
facilitate use of the revised intake 
process? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
What specific steps were taken to allot 
two more hours (four total) to the 
evening clinic? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Interview 
Written open-ended questions 
How many individuals in the target 
population participated in the evening 
clinic? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Data collection 
How did participants find out about 
existing and modified mental health 
services? What types of 
marketing/advertising were used? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Shelter Staff 
Shelter residents 
Focus groups 
Data collection 
How can the clinic be improved? 
(staffing, use of resources, time 
management, etc.) 
Shelter Program Director 
UNC Dept. of Psychiatry 
Shelter Staff 
Shelter residents 
Focus groups 
Surveys 
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How satisfied were clients with 
services provided?  Were there any 
aspects of program operation that 
clients or staff recommended changing 
and why? 
Shelter Program Director 
Shelter residents 
Shelter staff 
UNC Dept. of Psychiatry 
Satisfaction survey 
Focus groups 
What were the characteristics of clients 
actually served (age, gender, health 
status, family status, cognitive status, 
functional status, etc.)? 
UNC Dept. of Psychiatry Data collection 
What steps were taken to increase 
participation in the evening clinic? 
How receptive were residents to the 
marketing/advertising of the clinic? 
Shelter Program Director 
Shelter residents 
Shelter staff 
UNC Dept. of Psychiatry 
Written open-ended questions 
Focus groups 
 
Short Term Objective #6:  
By the end of year two, at least 75% of shelter staff will have undergone training which will be coordinated by the 
program director and volunteer psychiatrists/residents. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
What specific steps were taken to 
ensure staff training and how were they 
Shelter Program Director Interview 
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accomplished? 
How many staff members completed 
training?  Was this more or less than 
the goal?  Why was participation 
higher or lower than expected? 
Shelter Program Director Organizational Records 
 
Were there any aspects of the training 
program that staff recommended 
changing and why? 
Shelter Staff 
Shelter Program Director 
Focus Groups 
Survey 
Is there evidence that any unintended 
outcomes occurred, either positive or 
negative, for either the training 
program, its staff, or for participants? 
Shelter Staff 
Shelter Program Director 
Shelter residents 
Focus Groups 
 
Were the staff members satisfied with 
the content and structure of the 
training? 
Shelter Staff 
 
Focus Groups 
Survey 
Are staff members able to translate 
their new skills and training into 
practice after training? 
Shelter Staff 
Shelter Program Director 
Focus Groups 
Survey 
Are residents able to appreciate their 
new skills and training in shelter 
interactions? 
Shelter residents 
Shelter Program Director 
Focus Groups 
Observation 
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Long Term Objective #1:  
By the end of year five, 100% of shelter staff will have undergone training. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
By the end of year five, did 100% of 
the staff complete training? Why or 
why not? 
Shelter Program Director Organizational records 
Interview 
What were the lessons learned and how 
might things be done differently now 
based on lessons learned to date? 
Shelter Program Director Interview 
 
Long Term Objective #2:  
By the end of year four, we will have contacted area resources in mental health, have established long-term 
relationships with hotlines, clinics and crisis services and by the end of year five, 50% of referrals to area health 
services will be successfully completed. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
What specific steps were taken to 
connect shelter residents with area 
services when the need arose? 
OCPEH Program Director 
Shelter Program Director 
Organizational records 
Interview 
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UNC Dept. of Psychiatry 
How did participants find out about 
existing and new relationships with 
area services? 
Shelter residents 
Shelter Program Director 
Focus group 
Interview 
What specific steps were taken to 
establish new and strengthen existing 
relationships with area resources and 
services? 
OCPEH Program Director 
Shelter Program Director 
Organizational records 
Interview 
Written open-ended questions 
Were any barriers confronted that were 
not anticipated? How were they 
overcome? 
 Interview 
How satisfied were clients with 
services provided and the referrals 
process, generally? 
Shelter residents 
UNC Dept. of Psychiatry 
Focus group 
Survey 
What resources/inputs were needed 
(type, numbers, and time commitments 
of staff, physical space(s), equipment, 
volunteers, etc.) to create and 
successfully complete referrals? 
UNC Dept. of Psychiatry 
Shelter Program Director 
Organizational records 
Data collection 
How many clients/participants 
successfully completed referrals?  Was 
this more or less than your goal?  Why 
do you think demand was higher or 
UNC Dept. of Psychiatry 
Shelter Program Director 
Data collection 
Interview 
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lower than expected? 
What costs, expected and unexpected, 
were associated with these program 
components? 
UNC Dept. of Psychiatry 
Shelter Program Director 
Organizational records 
 
Long Term Objective #4:  
By the end of year three, grant funding will be secured to hire a Mental Health and Substance Abuse Social Worker 
(MHSASW) who will conduct mental health assessments and behavioral health histories for all new residents. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
What grant funds have been established 
to secure a MHSASW? 
Shelter Program Director Organizational records 
Has the direction and vision of the 
program plan changed as a result of 
funding? 
Shelter Program Director 
OCPEH Program Director 
Interview 
Will certain aspects need to be cut or 
added to adhere to the current grant 
funding budget? 
Shelter Program Director 
OCPEH Program Director 
Interview 
Will grant funding be secured for the 
entire program or will new resources 
Shelter Program Director 
OCPEH Program Director 
Interview 
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need to be located for future years? 
Has grant funding organizations 
expectations been met with the use of 
their money for the program? 
Shelter Program Director 
OCPEH Program Director 
Grant funding organization 
Interview 
Written open-ended questions 
 
Long Term Objective #5:  
By the end of year five, greater than 75% of new residents living in the shelter for more than 7 days will have an 
assessment performed by a mental health provider. 
EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
By the end of year five, were three 
quarters of the new residents seen by a 
provider? 
Shelter Program Director Organizational records 
What strategies have been successful in 
encouraging client participation and 
involvement? Which have been 
unsuccessful? 
Shelter Staff 
Shelter Program Director 
Shelter residents 
Focus Groups 
 
How receptive are program participants 
to the mental health services provided 
by the social worker in the shelter? 
Shelter Staff 
Shelter Program Director 
Focus Groups 
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Shelter residents 
How many clients received an 
assessment?  Was this more or less 
than your goal?  Why do you think 
demand was higher or lower than 
expected? 
Shelter Program Director 
Social worker 
Data collection 
Interview 
How satisfied were clients with 
services provided?  Were there any 
aspects of program operation that 
clients recommended changing and 
why? 
Shelter Staff 
Shelter Program Director 
Shelter residents 
Focus Groups 
Interview 
How was mental health and its 
associated stigma addressed by the 
program? Did participant knowledge 
improve from the program? 
Shelter Staff 
Shelter Program Director 
Shelter residents 
Focus Groups 
Pre and Post assessment 
What costs, expected and unexpected, 
were associated with these program 
components? 
Shelter Program Director Organizational records 
 
 
Long Term Objective #6:  
By the end of year five, the shelter will have a weekly on site psychiatrist and or residents for a clinic half day, 
behavioral health vouchers will be made available in order to facilitate access to outside services at the area clinics 
for therapy and behavioral counseling, and 50% of the medication needs of residents will be met. 
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EVALUATION 
QUESTIONS 
PARTICIPANT EVALUATION 
METHOD 
What resources/inputs were needed 
(type, numbers, and time commitments 
of staff, physical space(s), equipment, 
volunteers, etc.)? 
OCPEH Program Director 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Interview 
How many units of each type of 
service/program component did clients 
receive? 
OCPEH Program Director 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Interview 
What barriers, if any, were confronted 
and how were they overcome? 
OCPEH Program Director 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Interview 
Where are the gaps in services/program 
activities? How can the project be 
modified or expanded to meet still 
unmet needs? 
OCPEH Program Director 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Interview 
What costs, expected and unexpected, 
were associated with these program 
components? 
Shelter Program Director 
UNC Dept. of Psychiatry 
Organizational records 
Interview 
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Dissemination Plan 
Throughout the program implementation and evaluation process, the program staff and 
evaluator will focus energies on preparing work reports, summaries and annual submissions to 
stakeholders and community groups. These persons will have a vested interest in the program 
and will benefit greatly from an easy to read text with information both relevant and interesting 
to the reader (Calleson, n.d.). Consideration of the interests of funders, health care providers, 
staff and the program directors will be taken into account as reports are developed. The 
background of the readers and their varying levels of exposure to health research, care delivery 
and terminology will be considered carefully as presentations are created and disseminated.  
Types of reports, more specifically, will include interim reports, summaries of 
preliminary findings, funder related publications, presentations catered to project staff as well as 
workgroup members of the Orange County Partnership to End Homelessness (Calleson, n.d.). 
Potential for publishing within peer-reviewed journals will be considered. Options include the 
American Journal of Psychiatry, American Journal of Public Health, Journal of Psychiatric and 
Mental Health Nursing, and advocacy organizations such as the National Alliance for Mental 
Illness and journals sponsored by the Substance Abuse and Mental Health Services 
Administration.  
The Kellogg Foundation recommends integration of the evaluation and dissemination 
planning process in order to cultivate an effective plan that can lead to information useful for 
program improvement and advocacy (W.K. Kellogg Foundation, 1998). As we develop our 
dissemination documents, efforts to provide information in an accessible, useful and effective 
manner will be stressed and strived for.  
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Discussion 
A program focused on the specific needs of a population experiencing homelessness has 
the potential to improve both short and long-term outcomes. The targeted focus of the program 
allows for flexibility in its design and a tailored uniqueness in its delivery. The HomeStart 
Mental Health program attempts to address gaps in care through a multi-pronged approach. This 
approach takes into consideration the provision of services while emphasizing the need for 
reduced barriers to use of those services. There is great promise in the use of social marketing to 
reduce mental health stigma in certain age groups (Andreasen, 2004).  
The collaborative nature of the program in forming partnerships with existing coalition 
members and area agencies is also a step in the right direction. It is important that stakeholders 
are informed of and acknowledge currents gaps in care. This is an integral step to swaying 
popular opinion that existing resources are adequate or that they can be navigated by most 
persons successfully. The program identification of specific barriers and facilitators to accessing 
existing services will be a major strength in our conversations with potential allies and 
applications for grant funding.  
The program plan allows for a simultaneous narrow and broad scope of implementation. 
This leeway will serve a dual purpose of providing avenues for immediate attention (such as staff 
training and mental health services marketing) and also to provide milestones of accomplishment 
for the seeking of future collaborative efforts to address more long term goals (such as increased 
clinic hours, medication funding and hiring a social worker). It will be a challenging uphill battle 
to accomplish the goals and objectives of the program plan as currently designed due to the lack 
of funding allocation to mental health services. It will also be difficult to request resources for a 
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variable population of women who fluctuate in number and types of service needs often. The 
successes and challenges of the program will be dutifully recognized throughout the extensive 
evaluation plan. This evaluation process will inform current program activities and also serve as 
a resource for shelters in similar locations and climates seeking to expand services.  
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Appendix 
Budget Proposal (5 Year) 
This budget proposal will outline the necessity of funding for the duration of the planning, 
implementation and evaluation of the program. 
Income: Total: $ 146,370.00 
The HomeStart Mental Health Services clinic will require a sum total of $146,370.00 over five 
years. Grant requests to supplement this income will be applied for including requests to Strowd 
Roses, Competitive Grant Program for State-wide Health and Human Service Initiatives, and 
funding from the area PATH grant. Additional funds will be requested from the InterFaith 
Council of Social Services to support the program. 
Personnel: Total: $90,320.00 
Jessica Isom 
April 1st, 2014 
 
A Mental Health and Substance Abuse Social Worker (MHSA SW) will be hired to work part 
time (1/2 full time equivalent) with an annual salary of $10,000/year ($8002.56/year + $ 1997.44 
as discretionary funds). The social worker will supplement the in kind services provided by the 
UNC Department of Psychiatry twice weekly during 8-hour shifts. Duties as described by the 
Bureau of Labor & Statistics include: 
 Assess and treat individuals with mental, emotional, or substance abuse problems, including 
abuse of alcohol, tobacco, and/or other drugs. Activities may include individual and group 
therapy, crisis intervention, case management, client advocacy, prevention, and education. 
 
 
Employment  Mean hourly wage Mean annual wage  Wage RSE  
MH&SA SW $20.84 $43,340 0.5 % 
http://www.bls.gov/oes/current/oes211023.htm 
 
Current Staff: An additional $1/hour increase in pay will be designated to current and future first 
in line staff in order to accommodate the increased demands of the program and evaluation plan. 
This will be an estimated cost of $8/day/weekday employee and $12/day/weekend employee. In 
sum, this cost will be $24/weekday and $24/weekend day totaling $8,064/year for 5 years.  
Transportation: Total: $2500.00  
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The partner agencies with which we will develop relationships are all found within the reach of 
the free Chapel Hill Transit system. There are no foreseen transportation costs at this time. A 
discretionary fund in the amount of $500/year will be allocated to unforeseen expenses and for 
those shelter residents unable to use public transit for access of resources.  
Training: Total: $1550.00 
Staff training will be completed by Mental Health First Aid with a cost of $150/staff member. 
Over a five year period, I have estimated staff turnover of one worker per year to project the total 
training costs. Currently, there are 3 staff members in charge of intake, processing and resources. 
The program is led by a director and the program director assistant. This totals five training 
contracts during year one and one training contract each subsequent year ($750/1st year, 
$150/each year after). Volunteers will be trained in kind by the Department of Psychiatry and 
UNC School of Medicine. Standardized patients will be hired from the shelter population and 
paid a wage of $20/hour. Estimating one training session/year with 1 hour of standardized patient 
interaction and feedback, this will produce a sum total of $20/hour/volunteer. We will hire two 
volunteers per/session date.  
Equipment/Supplies: Total: $50,000.00 (up to $5000/year additional grant funding from 
Strowd Roses) 
Laptop: This will be used for the digital intake form, scheduling of mental health visits and as a 
log of resources needs and successful connections. I will initially apply for an in kind laptop 
from the organization Computers for Causes. A discretionary fund of $800 will be included in 
the equipment budget should the application be unsuccessful. 
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Medication: A Strowd Roses Grant will be requested in the sum of $5000 annually. This will be 
drafted to connect resource needs with shelter residents. A fund of $10000/year will be reserved 
for psychotropic medication needs in the event of or in addition to the grant denial or acceptance. 
A formulary is available for the Project HomeStart clinic with medications primarily drawn from 
pharmacy $4 medications. However, this fund will support medications that are generally not 
found as generics along with the formulary medication costs for the duration of the shelter stay 
and the three months following discharge.  Estimates of specific number needs are unavailable at 
this time. A summary list of per/month estimates is below. Cost ranges compiled from the NC 
Division of Medical Assistance 2012 data. Net costs were gathered from Mercer reporting of 
paid amounts and do not reflect federal and State drug rebates. 
 
ADHD: $11-$269.79 Anxiolytics: $6.72-$132.71 
Benzodiazepines: $5.03-$405.78 Bipolar Disorder: $7.26-$477.56 
Monoamine Oxidase Inhibitors: $91.95-
$107.69 
Other Antidepressants: $4.84-$239.24 
SSNRIs: $31.37-$205.81 SSRIs: $4.78-$406.82 
TCAs: $4.98-$1,403.78 Antipsychotics 1st Generation: $6.05-$107.13 
Antipsychotics Atypical: $21.75-$719.26  
Medication price/month varies substantially based upon brand name or generic among other 
factors. Medication allocation will be determined by physician discretion and past medical 
history with efforts made to be cost-effective while preserving treatment efficacy.  
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Full table can be found at: 
http://www.ncdhhs.gov/dma/mcac/PsychotropicMedications012012.pdf 
 
Other: Total: $2000.00 
Shelter Specific Marketing: A budget of $200/year will be allocated to raising awareness of in-
house shelter resources, providing informational pamphlets on common mental health disorders 
prevalent in the homeless population, community mental health resources and crisis information.   
Refreshments: Food will be provided during staff training sessions with an annual budget of 
$200. 
--------- 
 The above proposed budget aims to accomplish the goals outlined within the program plan. 
Following the included timeline, we will accomplish the short and long term objectives in order 
to produce the immediate, intermediate and long term goals of the HomeStart Mental Health 
Program. 
 
 
 
 
 
